MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE -
DERPAATMENT OF PUBLIC HEALTH AND WEL FARE OF DEATH 63 . 010706

TATE FI
T WRITE AMENDED Registration District No. pr ? Primary Regiswation District N, _30 0 CK____MM“" No. g STATE FILE NUMBER j

DCPN"‘aIS sTUB
1. PLACE OF DEA] 2. USUAL RESIDENCE {Where de_een‘d lived. If institution: Residence before
a. COUNTY Callawvay e STATE  M] gsSowrPuNy (Callave y dminion)
b. Cé'IRY {If cutside corporate limits, give TOWNSHIP only) Length of stay in 1b €. Ccl);'f Inside Limits
TOWN Fulton 8 Yrs TOWN Fulton Ya O MO

. FULL NAME OF {If NOT in hospital, give location) Inside Limits d. STREEY (If cutrida, giva location) Reside on Farm
HOSPITAL OR ADDRESS

wstution. Gallavay Hospital Vel Wo DD 302 St. Louls Ave, |[Y=O NDO

3. NAME OF DECEASED Flrsy Middis Last 4. DATE Month Day Yeoar

{Type or print) . . OF Y
Myrtle Chloe Nichols pEai  “aprch 15 1963
5. SEX - E -| 8. "color ok RACE 7. Married [ ‘Never Married [J [8. DATE OF BIRTH | 9- AGE (lest birthday} |IF UNDER 1 YEAR | IF LUNDER 24 HR

Femalse Yhite - Widowedyf] Divorced [J 1/26/18922 71 : Momh-l Days Hchml Min, °

10a. USUAL OCCUPATION (Give kind of work-done | 10b. KIND OF BUSINESS OR INDUSTRY| 11, BIRTHPLACE (City and ststw or country} | 12. CITIZEN OF WHAT COUNTRY

Rerrree Slive Hispital #1 Attendant | Callavay County, Mo U.S.A.

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Jack Gray Fanny Brooks " Horace Lee Nichol®
15. WAS DECEASED EVER IN U.5. ARMED FORCES 16, SOCIAL SECURITY NO. |17. iINFORMANT Address

(Yes, no,nrunkmwn)l(lﬂa,ﬂiww-rwdmlol ’7 Herp\ert’ Elmo NichO].B,FUItOnJMO

1 18. CAUSE OF DEATH (Enter only one couss pe| J INTERVAL BETWEEN

PART |. DEATH WAS CAUSED B f 15 QONSET AQD DEATH

VS$ 300
Rev. 4/ 59

_losgq |
2 91474

DATE AMENDED

IMMEDIATE CAUSE (o)

DOCUMENT

which gave rise to

above causa (a)

stating the w

fying <ovse  last DUE TO (<)

PART'1t. QTHER SIGNIFICANT COND]TIDNS CONTRIBUTING. TO DEATH but not rll-?nd to .the termina) . | PARY LIl If deceased was female was
dissase condition given in PART | {a) - "thera a pregnancy in lsat 90 days.

0O Yes l O Ne l [0 Unknown
T5. WAS AUTOPSY | 20n. ACCIDENT SUICEI]DE HOMEIICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART [l of item 18.)
PERFO O

RMED?
YESOO NOOJ

20c. TIME OF  Hour  Month, Day, Yeor
INJURY a.m.
p.m. -

20d. INJURY OCCURRED 200. PLACE OF INJURY {e.g., in or sbout home, | 20f, CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [J farm, fsciory, street, office bldy., etc.)
NOT WHILE AT WORK [J —

21. 1 attended the d d from l wg\o M_D.M——l nd last saw :l-',:.alive on. L’( “/T" ( -} 3
Death occurred st % % o D M _—m on the date stated ebove, and to the best of my knowledge, from the couses steted.
5 K

22a. SIGNATURE ~ (Degroe or_title) | 720 ADDRESS N Z2c. DATE SIGNED

uMa - Vire R f-tg

23s. BURLAL, . 23¢. NAME OF CEMETERY OR CREMATOI'Y 23d. LOCATION (Clty, town, of county)

Rqﬁ’uu Spacl . .. Cemetery - Boone County

FUNERAL mnacroa MR D "25. DATE RECD. BY LOCAL REG. - | 26. nsa»srun‘z Eumune_ ;

’s 5t 1t on Reversa Side]

Conditions, if ll'l‘\',] DUE TO (b)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO,




STATEMENT. BY LICENSED EMBALMER

| hereby .oerfify that the body whose name is recorded 'on the reverse side of this certificate was embalmed by me,

Student Embalmer No.

or by

working under my personal supervision... - -

Student ’ ) . Signed_@w C’t W

Stonatura’ of Student Embalmer

‘Licensed E.rr;balmer No. 2 7 9-:‘/—

'f
p.O. Address#AMﬂf_w ’

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN. HANDWRITING (Failure to comply
with the' above conshtutes grounds for revocation of license). - . .

If émbalmed by a STUDENT, he also shall sign.in his OWN handwrmng, . St

If this body is not embaimed fact; should be so stated above reemn Ct




